The need for a focus for brief interpretive psychotherapy is considered and a new approach is suggested. In this method, the ways in which the patient's construction of himself and his relation ships are related to his problems are identified and expressed in the form of dilemmas, traps and snags. It is suggested that these formu lations represent an appropriate level of abstraction, allowing patient and therapist to share provisional hypotheses about the goals of therapy and offering the basis for a method of measuring how far these goals are achieved.
SUMMARY
The need for a focus for brief interpretive psychotherapy is considered and a new approach is suggested. In this method, the ways in which the patient's construction of himself and his relation ships are related to his problems are identified and expressed in the form of dilemmas, traps and snags. It is suggested that these formu lations represent an appropriate level of abstraction, allowing patient and therapist to share provisional hypotheses about the goals of therapy and offering the basis for a method of measuring how far these goals are achieved.
There is an accumulating, if still unsatis factory, body of evidence suggesting that brief psychotherapy, using concepts and methods derived from psychoanalysis, is an effective method of treatment for a wide range of neurotic disorders, including some severely disturbed cases (Malan, 1976; Sifneous, 1972) . Sloane et al (1975) , comparing psychoanalyti cally-based with behavioural methods, found the two approaches more or less equally effective; behavioural therapists were more active and more focussed in their goals than were dynamic therapists.
Most authors argue that success in brief interpretive, as opposed to psychoanalysis or long-term therapy, depends upon adequate patient motivation, high therapist involvement and activity and the clear identification of a focus for treatment.
It is the purpose of this paper to suggest ways in which the focus of interpretive psycho therapy might be more adequately concep tualized than is at present the case. Using the patient's own complaints as target problems, though acceptable to behaviourists and to eclectic psychiatrists, does not satisfy the dynamic therapist, who is concerned with underlying processes of which the patient, initially at least, is often not aware (Candy et al, 1972 it is not clear how far the focus was agreed with the patient or how far, in practice, it served to predetermine the conduct of the therapy. In most cases, it was expressed in terms such as â€˜¿ exploration of oedipal issues in the transference ' or â€˜¿ work with problems around dependency or aggression'. The present paper describes a method of defining the focus of therapy, applicable both clinically and in research and offering greater specificity.
It is derived from clinical work and from research, using repertory grid techniques (Ryle and Lunghi, 1969; Ryle and Breen, 1972; Ryle and Lipshitz, 1975, 1976a, l976b; Ryle, 1975) These goals can be embodied in target problem rating scales (Battle et al, 1966; Candy et al, 1972) on which progress can be monitored by successive ratings.
The dynamic therapist, however, will also wish to discern and modify the beliefs, assump tions, fantasies, and defensive modes underlying the patient's problems. This process leads to a re-framing or re-defining of the problem and the and/or with the therapist in thc transference.
Dilemmas, traps, and snags as target problems
Once the patient's dilemmas, traps, and snags can be identified, the reports brought to therapy sessions and the processes of those sessions can be usefully related to these under lying formulations which, if correctly identified, will have extensive explanatory power. The resolutionof the dilemmas, traps,and snags becomes the goal of treatment and the basis of a modified form of target problem rating, where by the patient indicates how far he feels he is still governed by the terms set out in these formulations.
The therapist can rate his judgment of this independently. 4. Instrumental/expressive dilemmas: these are usually experienced in relation to sex-roles, the person feeling forced to choose between strength and sensitivity or between thought and feeling.
5.
Traps: traps are usually the acting out of dilemmas with others, who maintain the system by playing the complementary role in the dilemma.
Any of the above dilemmas may be involved.
6.
Snags: the common pattern here is of feared consequences for, or from, a parent or sexual partner. of the more primitive defences of splitting and projective identification, and snags would be related to fantasy and to ego defences against both id and super-ego forces. Psycho analytic theory would postulate that more severe difficulty reflects earlier infantile conflicts and more rigid and generalized defences; in practice, the judgment of the infantile stage is based on the intensity and extent to which behaviour and experience are restricted.
The description of neurotic difficulty in the terms suggested here does not conflict with the psychoanalytic model. It differs in that it aims only to give an account of process and not of genesis, and hence uses a language that is simple and accessible to patients. In any case, to accept that the origins of these patterns are to be found testing. These were then discussed with the patient and modified where necessary in order to be fully relevant and comprehensible in the patient's own terms. Ratings on these scales were repeated at intervals for three to six weeks; most of the patients were seen either weekly or fortnightly for therapy. The sources whereby these were identified are indicated in the following summary of the first four sessions, numbers in brackets referring to the five targets listed above.
Case 1 (details are altered to preserve anonymity) A.B., a 19-year-old first year student, came feeling depressed (1) and confused (2) and unhappy at consulting, the latter because of his previous dependence upon a psychiatrist (3) whom he had seen,at times daily,for support during his last term at school. He said he was not working effectively, and part of the time felt like dropping out and hitch-hiking round Europe (4). He had tried to find a context in the student body, but was disillusioned after attending some anarchist (?4) meetings, and felt isolated. He was the only child of parents who were divorced when he was 16; he lived with his father, with whom he felt angry, and for whom he felt responsible; his father seemed to be a depressed, and rather neurotic and dependent person. (5). He had left a steady girl friend at home, on whom he felt dependent and of whom he was jealous, and he felt he ought not to have those feelings (3). He came to the second session announcing his recovery,a declaration of independence (3),following letters from his girlfriend and his joining a sympathetic group of environmentalists. His polarization of depen dence and independence and his alternations of compliance and defiance were noted and further contact was left to him to initiate. He came a week later for a third session, feeling blocked and emotionally blank (4) and quite unable to work, debating giving up his degree and, in fantasy, seeing himself as being looked after by his girl . Ideas of possible change seemed actively blocked in a way which suggested a fear ofrecovery which, it was interpreted, might be related to the sense of his unsuccessful, damaged and, in some ways (as he then confirmed) actively envious father (5). At the fourth session, he reported that he had been almost entirely inert in the intervening days, had not thought about the issues discussed in the session, (4) nor done any work (4) ; he had been involved in preparing a poster for the environ mental group, but had stopped on running into a minor difficulty, had not returned to that task, and had let them down (4). At this session, the target problems were agreed, and the contract was made for time-limited therapy.
This patient remained in therapy for a further 5 months. A further dilemma was identified after two months in therapy; this related to his long-term history of being a psychiatric patient and was formulated as follows: â€˜¿ If I get better, I will be found to be ordinary or no good'.
Rating target problems and dilemmas, traps, and snags through a six-month therapy

Case 2
A woman graduate student from overseas was seen six weeks after her arrival in Britain, complaining of agitation, depression, poor sleep, compulsive eating, emotional blankness and inability to work. Her symptoms had started as she left the home country. She was a highly driven, high-achieving perfectionist, who had passed top of her year as an undergraduate.
Her family role had been that of care-giver to her severely alcoholic, though now abstinent mother. Her response to this had been manifest in a phase of marked delinquency in mid-adolescence, following which she had become a compliant, conformist and successful student. Hitherto unacknowledged resent ment towards her mother appeared to have played a large part in her symptoms, having started on her leaving home. Therapy took place in fortnightly sessions for six months, and focussed on dilemmas stemming from this situation;
the TPs and DTSs are listed in Fig 1, where serial ratings are graphed. The DTSs were derived from the clinical interviews, except for the dilemma: â€˜¿ either angrily controlling or respectfully submitting', which was deduced from a dyad repertory grid. The dyad grid completed by this patient was repeated at the end of therapy and change can therefore be related to changes in this DTS rating. Construct correlations relevant to this formulation on the two testing occasions are summarized in Table I More generally, it would obviously be a mistake to deduce, from the fact that DTS formulations are a useful way of focussing many issues in psychotherapy, that the conduct of therapy should be solely directed to the consideration of the issues so named.
If the DTS formulations are well selected, therapy will follow a course that can be referred to them, even though the therapist is non-directive; even then, patients (mercifully) will also continue to be surprising. Non-directive therapy can, however, be non directional (i.e. getting nowhere) and inter minable and it is argued here that the avail ability of simple explanatory concepts, such as the DTS formulations, is of major assistance in preventing this sterile outcome. The demonstration that this is so must await further work, in which changes in independent patient and therapist TPSs and DTSRs arc correlated with other measures of change, including construct correlation changes as in Case 2. Potentially, however, it would seem that the approach described can offer simultaneously a basis for clarifying the goals of therapy and for measuring how far these goals are achieved.
